Severe comminution has most frequently been met as the result of impact of high-velocity projectiles with compact bone: such cases are necessarily compound.
The advent of the high-speed motor-cycle and the high-speed motor-car has created a new type of bone injury, namely severe comminution which is not necessarily compound, and which may be accompanied by bruising of the skin, with severe laceration of the underlying muscles.
A good example occurs when the right femur of the motor-cyclist, travelling at 75 miles an hour, comes in contact with a car travelling at a similar speed. Such -impact may lead to the severest form of comminution, 2 or 3 inches of the femur being knocked out of the shaft and broken into twenty or more pieces. The force of impact will carry these fragments deep into the surrounding soft tissues, where they will remain firmly impacted, and where the firmness of -impaction will prevent them falling into alignment when longitudinal traction is applied to the limb. Such injuries are of common occurrence, but are more often observed in the mortuary than in the ward owing to concomitant injuries inflicted by su3h terrific impact.
The case shown illustrates this condition R. A., aged 28. Crashed from motor-cycle on August 13, 1932. His injuries were:-
(1) Dislocation of the left shoulder with nerve involvement of the eighth cervical and first dorsal roots.
(2) Compound fracture of the right fibula with laceration of three-quarters of the fibres of the tendo Achillis: this wound was full of road d6bris.
(3) Severe comminution of the right femur in the middle third, with marked displacement of fragments, which numbered 20 to 30. The dislocation was reduced: the compound wound was excised and the tendo Achillis was sutured. Extension of 40 lb. was applied to the femur by a Kirschner wire through the tubercle of the tibia.
The excised wound healed without suppuration, but the fragments of the femur failed to align after eighteen days.
Operation (August 31, 1932 ).-The site of the fracture was approached by Henry's incision between the vastus externus and the rectus; the crureus was incised and the fragments were collected and arranged in rough apposition, after the rents in the crureus had been sutured with catgut.
Extension by manual traction was kept up during the operation and afterwards by a 40 lb. weight.
The patient was discharged from hospital on January 9, 1933, in a walking calliper.
Union is now firm: he walks without calliper and there is i to i in. lengthening.
The main difficulty at operation was, owing to the severe laceration of the crureus, to reconstruct the round tubular structure of this muscle; some unsutured rents allowed some lateral displacement of the replaced bony fragments, as is shown in the skiagram.
The failure to obtain alignment by extension during the first eighteen days is explained partly by the firmness of the impaction of the fragments in the crureus and partly by muscle attachment to the fragments: in the latter case, the fragments had to be completely separated from all soft tissues before replacement was possible.
All the fragments were replaced, and many had no periosteal covering. 
Two Cases of Tuberculous

